
was called to see a case in practice, with a midwife.
The patient was 22 years of age, a primipara, who had
been in labor sixteen hours; the membranes had rup-
tured several hours before my arrival. The head was

wedged into the pelvic cavity in a left occipito-ante-
rior position. Her pains were irregular, weak and
ineffective. Ether was administered and the fetus
delivered with forceps under strict antiseptic precau-
tions. The pelvic floor sustained a deep laceration,
but owing to the contused and bruised condition of
the injured tissues, immediate repair was not consid-
ered advisable. Twenty-four hours later, the patient
complained of rigors, followed by rapidly rising tem-
perature, reaching 104 degrees F , with pulse 120.
Her general condition daily grew worse, temperature
fluctuating between 101 and 104.5 degrees, lochia
very profuse, within a few days very offensive, no

tympany, and slight pelvic tenderness. On the sixth
day following the delivery she was seen with me by
Dr. Fisher. Examination disclosed a closely adhe-
rent pseudodiphtheritic exudate covering the vaginal
mucous membrane, including the cervix. The patient
had general pelvic tenderness. The uterus, although
large, was freely movable and the vaginal fornices and
supravaginal structures pliable. The uterus was
easily dilated. Its cavity measured about four and
one-half inches in length, was free from clots and
debris, and likewise lined with a continuation of the
pseudomembrane. Under these circumstances we did
not feel that curettement was indicated. The uterus
was irrigated with a hot solution of bichlorid, 1 to 5000,
followed by a light iodoform gauze pack of both uterus
and vagina. The following twenty-four hours pre-
sented no favorable change, either locally or constitu-
tionally. The gauze was removed, the parts irrigated
with a 2 per cent, solution of creolin. The patient
presented every appearance of profound septic absorp-
tion, temperature 104 degrees, pulse 140. The condi-
tions were such as to justify us, even in the absence
of a bacteriologic examination, in feeling that the
infection was from streptococcus. At Dr. Fisher's
suggestion, an injection of 5 cubic centimeters of
Marmorek's antistreptococcic serum was used at 10
a.m., when at 2 p.m. the temperature had declined to
9y degrees, and nine hours later touched normal. The
favorable condition continued until one o'clock the
following day. It was six in the evening when the
temperature reached 101 degrees, when a second injec-
tion of serum, the same quantity, was administered.
The discharge from the vagina was still profuse,
watery, very offensive, the pseudomembrane was
evidently undergoing rapid disintegration and within
eighteen hours it had wholly disappeared. Through-
out the two succeeding days the temperature remained
below 100 degrees; the patient's color, appetite and
general condition were very much improved. An
injection of the serum had been given each day. The
fourth day the serum was omitted. The followingmorning the temperature of the patient again reached
104 degrees, with pulse 130, but declined to 99.5 de-
grees within four hours after the serum injection.
Five cubic centimeters of the serum were given every
alternate day for a week longer. The temperature
during this time never exceeded 100 degrees, and
finally became normal, which marked the beginning
of a rapid convalescence. The patient, both before
and during the period of the serum injection, was

given stimulants and supporting measures in the form
of nutritious and easily digested food, alcohol, strych-

nin and the antiseptic douches were administered
daily. She made a perfect recovery.

While these three patients are not sufficient to
enable us to assert that we have an infallible means
of treatment of puerperal sepsis, yet the result in
each one has been so marked after the use of the serum
that they certainly justify its further consideration
and employment. It is true these cases might all
have recovered by other means, but I know of no
plan of treatment which would have afforded the
striking change in the progress of the cases as has
been evident in all these cases after a practice of the
serum therapy.
CLOSURE OF THE ABDOMINAL INCISION.
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A great deal has been said and written of late
about the perfection of gynecologic operative tech-
nique least calculated to render necessary secondary
operation. There is probably no condition followingthe gynecologic abdominal incision which calls more

frequently for a secondary operation than that of her-
nia appearing at or in the line of the incision. It is
extremely embarrassing to have our patients return
exhibiting a hernia at one point or other of our incis-
ion, and still more humiliating to find that a patient
goes elsewhere and receives the announcement. It is
the purpose of this paper to deal briefly with what
the writer esteems to be the more important points in
the closure of the ordinary and median line of abdom-
inal incision, between the umbilicus and the pubes.Until the past few years, as we all well know, the
general custom of through and through interrupted
stitching prevailed everywhere. The frequency with
which hernia was encountered, led to a great varietyof methods of closing the wound. From that expe-
rience we have derived a technique which, although
not perfect, is more calculated to obviate one of the
serious drawbacks to the abdominal incision.

The gross appearance of the layers forming the
abdominal wall at the line of this incision, will reveal,first, skin; then a layer of cellular tissue and fat;
immediately beneath and closely adherent to this the
strong fascia or conjoined tendon and aponeurosis of
the oblique and transversalis muscles. This will
vary in thickness from ordinary blotting paper to
three or four thicknesses of the same. Then we
observe the rectus muscle. Pushing this aside, or

splitting it with our fingers, or the handle of a scalpel,
we reach the peritoneum. It is reasonable to sup-
pose that when we cut these structures we should on

closing the wound bring the respective and corres-

ponding parts together. Theoretically we would,
therefore, first sew peritoneum to peritoneum, muscle
to muscle, aponeurosis to aponeurosis, fat to fat, and
skin to skin. Practically, I do not think that it is
necessary nor wise to attempt as much as such theo-
retic considerations would indicate. I believe, how-
ever, that we should, as routine practice, sew first the
peritoneum with continuous catgut, or other absorb-
able suture, using a modified Lembert stitch. Next,
to sew with chromicized catgut, kangaroo tendon, or
other absorbable suture, which will hold for at least
one month, the opposing edges of the aponeurosis of
the abdominal muscles. It has been the custom of
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some operators to sew this aponeurosis with a running
suture. If the stitches thus made should be exceed-
ingly closely taken, and both ends of the thread well
anchored the effect secured may be both immediately
and remotely satisfactory. Instead of employing a
continuous suture I employ the more commonly used
interrupted stitch, placing the stitches not further
than one-third of an inch apart. As to the approxi-
mation of the fatty tissue, I believe there is little
excuse for sewing it, excepting where the layer of fat
is unusually thick. I believe that this fatty tissue is
sufficiently approximated with the addition of the
skin suture. Except for esthetic reasons, I do not
think that it matters very much what sort of stitch
we employ for the skin. The cutaneous sewing which
I have used for about three years, to the exclusion of
almost all other forms, is the so-called subcutaneous
suture, often referred to as the Halsted or Marcy
stitch. I do not know which of these gentlemen was

the first to use this particular stitch in surgery, but I
do know that it effects a beautiful result. I have
employed both catgut and silk for this subcutaneous
suture, but prefer the latter, for it need not be after-
ward removed. The employment of silver wire, or

silk, for the subcutaneous suture necessitates a good
deal of pain oftentimes to effect its removal. To
assure a patient who has experienced more or less
anxiety and horror in connection with her operation,
that there are no stitches to be removed during her
convalescence, gains for us both her esteem and grati-
tude. The incision closed in this manner effects, I
believe, the best possible results for both practical
and esthetic reasons.

Regarding the employment of non-absorbable buried
sutures, a number of good operators, realizing the
importance of this system of tier suturing the abdom-
inal incision, and having felt hitherto an unwilling-
ness to trust to the sterilization of catgut, or fearing
its absorption before its work is completed, have
resorted to silk suturing of the peritoneum. For
similar reasons they have also employed very exten-
sively buried silver wire and silkworm gut suture in
the severed aponeurosis. I employed for about two
years, and until recently, silkworm gut for the apo-
neurosis, tying three knots and cutting the ends
closely on the last knot with the scissors. A very
small percentage of these cases suppurated and
required a withdrawal of one or more of the sutures.
In two cases I experienced a great deal of embarrass-
ment in finding the offending ones. I believe that by
discontinuing the employment of non-absorbable
sutures in the aponeurosis and the use of kangaroo
tendon or chromicized catgut the few embarrassments
I have had in this relation will immediately lessen.
My feelings, indeed, regarding the employment of non-
absorbable sutures of any sort whatever, is so strong
that I can hardly now realize that I shall ever again
employ them. Possibly others have been more for-
tunate in this relation than myself.

Regarding the strength of the abdominal wall at
point of incision, when united by the non-absorbent
tier suture, I am convinced that it is far greater than
that attained by the through and through, semi-
through and through, or any other modification of
sewing which I have practiced or studied. If these
results have been attained by the non-absorbent
suture in the aponeurosis, I am forced to believe that
nearly, if not quite, as satisfactory work, may be
accomplished with the slowly absorbable kangaroo

tendon and possibly with the thoroughly chromicized
catgut.

Regarding the danger of sepsis from the employ-ment of kangaroo tendon or catgut, I may say that
with the improved methods of sterilization we have
very little to fear.

As to the particular structures which contribute to
the tensile strength of the abdominal wall at this
point for lateral strain, much might be said, but as to
the tissue which furnishes the major tensile strength
for such strains, I do not see how any one can attrib-
ute very much to any of the tissues excepting the
aponeurotic terminations of the oblique and trans-
versalis muscles. To such operators as have had no
experience with suturing of this aponeurosis, I would
say, that, excepting for theoretic and more or less
uncertain clinical reasons, they should have little
cause for contradicting these assertions. From an
anatomic standpoint, they should concede the claim
which is made, that this particular tissue furnishes
the major part of all the tensile strength for lateral,
and to a very considerable degree, vertical strains.
Peritoneum holds little; the rectus muscle should
hold only one way, namely, in vertical strain; cellular
and fatty tissues hold very little; skin holds nothing;it only covers; so that, of these various structures, we
must look chiefly to the aponeurosis of the abdominal
muscles for tensile strength. Therefore, whenever
we cut this aponeurosis or fascia, we should properly
coapt its edges; if we do not bring them well to-
gether, we are allowing a less resistant structure to
fill the interspace and afford an opening through
which hernia may occur.

I am quite aware that I have offered you practi-
cally nothing which is new in this paper; these sug-gestions do not address themselves to many operators
who are doing good tier work. They rather seek to
crystallize the good work which many are doing. I
have been prompted to write on the subject from the
fact that many operators remain contented with the
old-fashioned through and through suture which, I
believe, has been very greatly improved upon.

THE CURE OF VESICO-VAGINAL FISTULA
BY THE FREE DISSECTION OF THE
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In 1887 my attention was first called to the ease
with which the bladder wall will reunite after injury,
under the most adverse circumstances, when the por-
tion involved is free within the peritoneal cavity.
The case upon which I operated at this time was that
of a child eighteen months old, where an abscess in
the vicinity of the appendix had resulted in a vesico\x=req-\
intestinal fistulous opening in the appendiceal region.

Laparotomy disclosed two fistul\l=ae\of the small intes-
tine, complicated with an opening into the bladder to
the right of the fundus. The intestines were freed
from adhesions and drawn out of the wound. The
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